Background: The endgame of polio eradication is hampered by the international spread of poliovirus via travelers. In response to ongoing importations of poliovirus into polio-free countries, on 5 May 2014, WHO's Director-General declared the international spread of wild poliovirus a public health emergency of international concern. Our objective was to develop a mathematical model to estimate the international spread of polio infections. Methods: Our model took into account polio endemicity in polio-infected countries, population size, polio immunization coverage rates, infectious period, the asymptomatic-to-symptomatic ratio, and also the probability of a traveler being infectious at the time of travel. We applied our model to three scenarios: (1) number of exportations of both symptomatic and asymptomatic polio infections out of currently polio-infected countries, (2) the risk of spread of poliovirus to Saudi Arabia via Hajj pilgrims, and (3) the importation risk of poliovirus into India. Results: Our model estimated 665 polio exportations (>99 % of which were asymptomatic) from nine polio-infected countries in 2014, of which 78.3 % originated from Pakistan. Our model also estimated 21 importations of poliovirus into Saudi Arabia via Hajj pilgrims and 20 poliovirus infections imported to India in the same year. Conclusion: The extent of importations of asymptomatic and symptomatic polio infections is substantial. For countries that are vulnerable to polio outbreaks due to poor national polio immunization coverage rates, our newly developed model may help guide policy-makers to decide whether imposing an entry requirement in terms of proof of vaccination against polio would be justified.
Background
Polio will remain a global problem as long as there is still one case in the world. By 2012, the annual number of polio cases due to wild poliovirus (WPV) had decreased by >99 % since the polio eradication program was launched in 1988. However, three countries never interrupted WPV transmission: Afghanistan, Nigeria, and Pakistan [1] . In 2013 an upsurge of cases was observed caused by outbreaks in five previously polio-free countries, triggered by importation of WPV via travelers. Preventing the further spread of WPV into polio-free countries and the ensuing outbreaks is therefore a top priority in eradicating polio.
Given WPV's infectiousness and long period of virus excretion, epidemics in previously polio-free countries via travelers importing WPV is not surprising, and has been documented on many occasions. Reinfection of 19 poliofree African countries occurred in 2009 alone [2] . The outbreak of 199 polio cases in Somalia in 2013-2014 was due to an introduction of poliovirus of Nigerian origin [3] . A large outbreak of poliomyelitis, with 463 laboratoryconfirmed cases, took place in 2010 in Tajikistan after a single importation of WPV from India in 2009, with further expansion into neighboring Kazakhstan, Russia, Turkmenistan, and Uzbekistan [4] . After being polio-free for more than 10 years, an outbreak occurred in China in 2011 in Xinjiang imported from neighboring Pakistan [5] .
In more recent years, the upsurge of polio cases in Pakistan led to exportation of the virus to the Middle East with new alarming outbreaks in Syria and Iraq [6, 7] . Furthermore, a higher proportion of adults has been observed in those affected by the outbreaks as a result of importation [8] . The Hajj pilgrimage has also been considered a high risk for importation of WPV from the remaining polio-infected countries that to a large extent contain Muslim populations [9] . In summary, from 2003 to 2014, there were 191 documented new importation events into previously polio-free countries, resulting in 3,763 reported cases of paralytic polio in 43 countries and costing $1.15 billion in additional funds from international organizations and agencies alone for outbreak control [10] .
In response to ongoing importations of poliovirus into polio-free countries, on 5 May 2014, the Director-General of the World Health Organization (WHO) declared the international spread of WPV a public health emergency of international concern (PHEIC). Given that such a declaration has only been made for Ebola and influenza, this declaration highlights how seriously WHO considers the threat to polio eradication due to the ongoing international spread of poliovirus. WHO announced temporary recommendations to ensure that all travelers departing from polio-infected countries receive a polio vaccination (oral or injectable polio vaccine) between 4 weeks and 12 months before international travel, and should ensure that such travelers are provided with proof of vaccination [11] . India did not even wait for this declaration. In early 2014, India was declared polio-free by WHO after a three-year interval without any polio cases [12] . This achievement came at a high price. India is now understandably concerned about reintroduction via travelers -a concern that is justified given its proximity to two countries with currently the highest number of polio cases (Pakistan and Afghanistan). To prevent reintroduction of polio, India therefore decided to tighten cross-border travel rules by introducing a new polio vaccine requirement for all travelers from polio-infected countries entering India. The Government of India's Ministry of Health and Family Welfare has announced that "Resident nationals of the currently seven polio infected countries are required to receive a dose of oral polio vaccine (OPV), regardless of age and vaccination status, at least four weeks prior to departure to India. A certificate of vaccination with OPV is required for resident nationals of these countries while applying for entry visa to India" [13] .
Given WHO's recent focus on the contribution of the international spread of poliovirus via travelers, it is important and timely to assess the potential for further spread. Reliance on reported events of importation will only underestimate the true importation risk, as not every imported case will be detected and reported, especially in countries with poor surveillance systems. Furthermore, not every imported case will lead to secondary cases, and polio importations without secondary cases are likely to remain unnoticed. Both asymptomatic and symptomatic cases can contribute to transmission [14] , and asymptomatic polio infections (that also remain unreported) need to be taken into account when assessing the international spread of polio. In the absence of reliable surveillance data, mathematical modeling is necessary to estimate the number of importations or exportations of polio.
Our objective was to develop a mathematical model to estimate the international spread of symptomatic and asymptomatic polio infections. We then applied our model to three scenarios: (1) number of exportations of both symptomatic and asymptomatic polio infections out of currently polio-infected countries, (2) the risk of spread of poliovirus to Saudi Arabia via Hajj pilgrims, and (3) the importation risk of poliovirus into India via travelers from polio-infected countries.
Methods
We first obtained data on the number of polio cases reported to WHO in the years 2010 to 2014 [15] including obtaining the number of polio cases classified by WHO as being the result of importation. We calculated the proportion of imported polio over all polio cases per year for the 15 years from 2010 to 2014.
We then adapted a Susceptible -> Infected -> Recovered (SIR) model and fed the following facts and parameters about polio into the model: published estimates of the ratio of inapparent to paralytic illness vary from 50:1 to 1,000:1 (usually 200:1) [14] . We assumed a ratio of 200:1. Persons infected with wild poliovirus (WPV) are most infectious from 7 to 10 days before and after the onset of symptoms, but poliovirus may be present in the stool for up to 3 to 6 weeks [14] , with the mean duration of WPV type 1 excretion in fecal specimens being 24 days (median, 20 to 29 days), with a range of 1 to 114 days [16, 17] . We assumed that the duration of infectiousness for our models is 4 weeks and that the life expectancy for every country is equal to 60 years (1/μ i =60). We also assumed, for simplicity, that the probability of poliovirus infection is independent of the probability of travel and that poliovirus infections are homogeneously distributed in polio-affected countries.
In the following paragraphs we explain how the model was developed. The model variables and parameters are described in Table 1 . The model equations are shown in Box 1.
The general equation describing the time variation in reported polio cases in country i , in year t, I i (t), is given by Equation (1) is the average duration of infection in country i . The number of susceptible individuals is given by the size of the population multiplied by one minus the proportion of polio vaccination coverage. Equation (1) describes the dynamics of infectious individuals. It expresses the time variation in the number of infective people, and it contains two terms, one income (positive) term provided by the disease incidence (with rate λ i (t)S i (t)) and one outcome (negative) term provided by natural deaths (with rate μ i ), and the recovery of infected individuals (with rate γ i ).
The number of polio cases in country i at year t is given by the number of cases at the year the cohort started to be followed up I(0) times the number of individuals who survived up until year t, plus the number of new cases of infection (see Equation (2) in Box 1).
We consider the reported number of cases for the year t in country i (Equation (2) of Box 1) and assumed that this annual incidence is constant along each year, that is, there is no seasonal variation. As we assumed a 200:1 asymptomatic-to-symptomatic ratio, we multiplied the number of reported cases at year t in country i (Λ i (t) in Equation (3) of Box 1).
Dividing Equation (3) from Box 1 by the number of susceptible individuals S i (t) at year t in country i, we obtain the prevalence p i (t) in year t in country i. Multiplying p i (t) by the number of non-immune travelers from country i , we obtain the expected number of polio cases among travelers.
Box 1. Model equations as explained in the main text
The general equation for the variation in polio cases in country i, in year t, I i (t), is given by: Equation (1) can be integrated by standard methods, resulting in:
We consider
, the reported number of cases along the year t in country i, and assume this annual incidence as constant in each year. Equation (2), therefore, simplifies to
Where
Dividing Equation (3) by the number of susceptible individuals S i (t) in year t in country i, we obtain the prevalence p i (t) in year t in country i:
Multiplying p i (t) by the number of non-immune travelers from country i, we obtain the expected number of polio cases among travelers. We conducted a sensitivity analysis for the model, which is described in detail in Box 2. After developing the model, we applied it to three scenarios:
(1). Exportation of polio infections (asymptomatic and symptomatic) from polio-infected countries in the years 2013-2014. We obtained data on the countries that had polio cases reported to WHO from the website indicated in Ref. [15] . The number of travelers departing these polio-affected countries was obtained from the International Air Transport Association (IATA). We applied Equation (3) to estimate the expected number of polio exportations, taking into account the degree of polio immunization coverage rates (oral polio vaccine) for the countries, outbound travel, asymptomatic-symptomatic ratio, and population size. (2) . International spread of poliovirus via Hajj pilgrims in the years 2013 and 2014.
As the Ministry of Health of Saudi Arabia has withdrawn its public website on the number of annual Hajj pilgrims, we estimated the number of Hajj pilgrims from earlier reports in the published literature [18] . We then applied the same equation as for scenario 1 to estimate the risk of international importation of poliovirus via Hajj pilgrims into Saudi Arabia. (3). Importation of poliovirus into India in the years 2010-2014:
We selected the seven countries for which India has issued the requirement for proof of vaccination against polio (Afghanistan, Ethiopia, Kenya, Nigeria, Pakistan, Somalia, and Syria) [13] and obtained the numbers of nationals from these countries traveling to India from India's tourism statistics [19] . The travelers include those arriving by air, ground, and sea. The population size per country was obtained from the World Bank. The number of wild-type polio cases and the national polio immunization coverage rates were obtained from WHO [20] . We also obtained data on travel volume and force of infection for the years 2010 to 2014, using the same assumptions for all the variables except for population size, travel volume, and force of infection, where we used the yearly available data. We also took into account that in different years additional polio-infected countries existed.
Results
In 2013, imported polio cases accounted for the majority of all reported polio cases 256 of 416 cases (corresponding to Fig. 1 ) shows the proportion of imported polio cases
Box 2. Sensitivity of the model to the parameters
For a small variation of parameter Par i , ΔPar i , the variation in the parameter-dependent variable π, Δπ, is given by the well-known error propagation formula 26 :
The relative variation in the risk π, Δπ/π, as a function of the relative variation in the parameters ΔPar i /Par i , is therefore:
We calculated the sensitivity of Equation (3) of Box 1 to the natural mortality rate of hosts, μ:
is the partial derivative of time-dependent prevalence with respect to the natural mortality rate of hosts μ.
An identical result is obtained for
The result of ∂p t ð Þ ∂γ is much simpler:
Therefore, the equations for the sensitivity analysis are:
per year from 2000-2014. Over those 15 years, the proportion of polio cases as a result of importation increased significantly, and accounted for 62 % in the year 2013. The years 2005 and 2010 were also the years that showed a very high proportion of polio as a result of importation (53 % and 83 %, respectively).
In Table 2 , we summarize the number of modeled exported cases from polio-infected countries in the years 2013 and 2014. The expected number of exported polio cases in 2013 was 462, of which half were contributed by Pakistan (n = 158) and Somalia (n = 121). Among these countries, Somalia had the highest number of polio cases in 2013 (n = 194) in that particular year and the lowest vaccination coverage rate (47 %). In the year 2014, Somalia had far fewer endemic polio cases, but polio infections tripled in Pakistan. Given the high travel volume between Pakistan and India, the estimated overall annual polio exportations increased from 2013 to 2014 to 665. Table 3 shows the estimated number of exported cases by outbound travel of Hajj pilgrims from the countries that reported polio cases to WHO in 2013 and 2014. Our findings indicated that in 2013 a total of 20 cases were exported from these polio-infected countries. Somalia (n = 8) and Pakistan (n = 6) were the two countries with the highest exportation, contributing 70 % of the total exported cases. Although there were reported polio cases in Ethiopia, Kenya, and Cameroon, based on our model, they did not contribute to any exportation. In 2014, the number of importations via Hajj pilgrims was 21, and Pakistan contributed to most of these importations (19 out of 21) . Figure 2 shows the routes of potential polio importation into India in 2014. The results of the application of Equation (3) for the case of polio importation into India by travelers are shown in Tables 4 and 5 . The total number of estimated polio importations from nine polio-infected countries summed up to 20 polio infections imported to India in the year 2014 (Table 4) . Afghanistan and Pakistan, both countries in close geographical proximity to India, contributed all 20 of the imported polio infections (13 from Pakistan, 7 from Afghanistan). Table 5 shows that the highest importation risk (24 estimated importations) into India for the years 2010-2013 was in the year 2010 when 20 countries had at least one polio case. In 2011, there were 22 estimated importations; in 2012, 11 importations; and in 2013, 13 importations of polio infections into India.
Sensitivity analysis: The sensitivity analysis in Box 2 shows that the model is about 12 times less sensitive to μ and γ than to λ. In other words, the force of infection in the epidemic source country is the main driving factor for the importation risk, combined with the travel volume. However, note that λ is covariate with μ and γ. As we do not know the exact relationship among them, it is not possible to calculate either ∂λ ∂μ or ∂λ ∂γ , and thus the sensitivity analysis incomplete.
Discussion
Although the number of global polio cases has been declining over the past 15 years, as shown in Fig. 1 , the proportion of polio as a result of importation is increasing, which is a major concern to polio eradication. The proportion has ranged from 0 to 62 % over the past 15 years, with the years 2005, 2010, and 2013 reporting the highest proportions. However, these numbers do not reflect importation events, but rather the overall polio cases in non-endemic polio countries as a result of importation from polio-endemic or polio-infected countries (Pakistan, Afghanistan, and Nigeria being the only endemic countries since 2010). These proportions hence cannot inform from where the importation originated and how many travelers imported polio. Here, we have developed a mathematical model to address this gap. Our model not only takes into account polio endemicity (force of infection), population size, polio vaccination
As the sensitivity of the prevalence to the parameters is an explicit function of time, as time passes (t → ∞), the values settle to:
that is, for every 1 % variation in the force of infection there will be approximately 1 % variation in the time-dependent prevalence.
For the other two parameters μ and γ the results are:
And
that is, the model is about 12 times less sensitive to μ and γ than to λ.
coverage, and infectious period, but also the probability of a traveler being infectious at the time of travel. As both symptomatic and asymptomatic polio infections are known to transmit the virus, our model includes asymptomatic cases. As the ratio of asymptomatic to symptomatic polio is very high, most of our estimated importations of poliovirus are via asymptomatic travelers, and hence our estimated numbers of importation/exportation appear high. Our sensitivity analysis shows that the force of infection in the epidemic source country is the main driving factor for the importation risk, combined with the travel volume. In the year 2014, out of nine polio-affected countries, we modeled that 665 polio infections (of which 662 were asymptomatic, and only 3 symptomatic) were exported globally. The majority of these poliovirus exportations originated from Pakistan (521 out of 665; 78.3 %). The number of polio exportations will vary from year to year. In 2013, for example, there were 462 estimated exportations of polio infections, and less than half can be attributed to Pakistan, with Somalia contributing almost the same amount as Pakistan, as there was a major polio outbreak in Somalia that year ( Table 2) . As per the sensitivity analysis, we found that for every 1 % variation in the force of infection there will be approximately 1 % variation in the time-dependent prevalence in the country.
About 600 potential poliovirus importations from nine polio-infected countries in one year into any country in the world present a sizable problem. However, our model cannot tell us how many of these importation events will lead to secondary cases or even outbreaks. It is the national coverage of polio immunization in a country that will determine its vulnerability for polio outbreaks after importation. The polio vaccination coverage rate in any given country together with the quality of its surveillance system and the speed of outbreak response will determine the magnitude of outbreaks following importation. Countries with high polio vaccination coverage rates may still see importations of polio cases (the majority of which will be asymptomatic and hence not detected), but are unlikely to see secondary cases. For example, countries such as Australia, New Zealand, the United States, and Singapore have reported importations, but given their high immunization coverage rates, no single secondary cases occurred [21, 22] . For Africa, Andre Mach et al. recently assessed the risk for polio outbreaks for 2013-2014, and the authors found 15 countries to be at high risk for WPV outbreaks, 5 at moderate-to-high risk, and 6 at low risk [23] . In 15 of the 33 African countries, less than half of the population resides in areas where surveillance performance indicators have met only minimum targets [23, 24] .
Every year, the Hajj pilgrimage brings more than 2 million pilgrims from all over the world to Saudi Arabia, an event that is characterized by overcrowding [9] . Many of these pilgrims are from Nigeria, Pakistan, and Afghanistan -the three remaining polio-endemic countries -and other predominantly Moslem countries that are polio-infected. Hence, there has been long-standing concern about the potential introduction of polio into the Hajj with subsequent international spread. Our model estimated 20 importations of poliovirus into Saudi Arabia via Hajj pilgrims in the year 2013, and 21 in the year 2014. About 20 potential importations need to be taken seriously. Indeed, the Kingdom of Saudi Arabia has introduced mandatory polio vaccination at the point of entry for all pilgrims coming from polioinfected countries [9] .
To prevent reintroduction of the poliovirus, in January 2014 India decided to tighten cross-border travel rules by introducing a new polio vaccine requirement for all travelers from polio-infected countries entering India [12, 25] . We previously estimated the number of travelers who would be affected by this new rule imposed by the Indian government to be approximately 233,800 travelers annually from the seven countries to India, and 346,800 Indian national residents to these seven countries, in the year 2013 [25] . Our model now adds more information: our findings estimate that 13 polio importations occurred in the year 2013, and 20 in 2014. In 2014, 100 % of these polio importations into India originated from Pakistan and Afghanistan, which is not surprising given that these two countries carry the main remaining burden of polio and have the highest travel volume to India. Although the travel volume from Pakistan to India was of the same order of magnitude as that for Afghanistan [15] b [27] c [28] d [29] e Data from United Nations World Tourism Organization to India, the force of infection of polio was higher in Pakistan, and hence the probability of importing polio from Pakistan to India is higher compared to Afghanistan. Given the high asymptomatic-to-symptomatic ratio, most likely all 20 imported infections were asymptomatic. The total expected number of importations may seem low at first sight. However, one must consider that for the year 2014 this figure implies an incidence of 20 per 380,604 travelers (5 polio infections per 100,000 travelers), which is far from negligible. In other words, of the total number of 72,159 asymptomatic and symptomatic polio infections in the nine countries, 20 (about 0.027 %) of them were estimated to have traveled to India at the time of polio infection associated with viral shedding. The number of secondary cases will depend on the polio immunization coverage rate, which according to WHO was 70 % for India [20] . Fortunately, no single imported polio case was detected or officially reported in India in the years 2013 or 2014. We added an analysis of the preceding years (2010-2012) for comparison. The years 2010 and 2011 saw high numbers of importations mainly due to the much higher number of countries that reported at least one case of polio. As even one importation event can lead to substantial outbreaks associated with hundreds of million dollars spent for their control [3, 4] , our finding of 20 importations in one year (2014) lends support to India's strategy to protect its country from reinfection via travelers. India's new vaccine policy would affect approximately 380,000 travelers, and approximately 19,000 vaccinations need to be administered per one averted poliovirus importation. Given the tragic consequences of re-infecting India with polio, the number of travelers that need to be vaccinated to avert poliovirus importation would be justified. India's emphasis should be on preventing polio importation from Pakistan and Afghanistan. Our model had the following limitations. For lack of data, we assumed that the probability of poliovirus infection is independent of the probability of travel; and for simplicity, we assumed that poliovirus infections are homogeneously distributed in polio-affected countries. These assumptions will lead to an overestimate of our results. For the estimation of outbound travel from polio-affected countries (scenario 1, Table 2 ), we obtained data from IATA. These data capture an estimated 90 % of all passengers traveling on commercial airlines worldwide, but do not incorporate land travel. Hence, they tend to underestimate international travel volumes between countries that share contiguous land borders (that is, where land-based border crossings are common). The true exportation numbers may therefore be even higher than we estimated, if ground travel volume is included. Unfortunately, data on ground travel volume is difficult to obtain for many of the polio-affected countries. However, India does publish the number of travelers into its country, and these data include air and land travel. As there are a lot of border crossings via land from Pakistan to India, it was important to include such land travel data for estimating poliovirus importation into India (scenario 3, Tables 4 and 5). 
